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d'inspection 
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Licensee/Titulaire de permis 

THE REGIONAL MUNICIPALITY OF PEEL 
10 PEEL CENTRE DRIVE BRAMPTON ON L6T-489 
Long-Term Care Home/Foyer de soins de longue duree 

MALTON VILLAGE LONG TERM CARE CENTRE 
7075 Rexwood Road MISSISSAUGA ON L4T-4M1 

Name of lnspector(s)/Nom de l'inspecteur ou des inspecteurs 

ASHA SEHGAL /1591 
lnspeption·s1.1mmary/Resume•de•l'inspection 

The purpose of this inspection was to conduct a Complaint inspection. 

During the course of the inspection, the inspector{s) spoke with Administrator, Food Service Supervisor, 
Registered Nurses, Personal Support Workers, Dietary Staff and Residents related to complaint H-001138-12 

During the course of the inspection, the inspector{s) reviewed medical records, observed the provision of care, 
food preparation and meal service. 

The following Inspection Protocols were used during this inspection: 

Nutrition and Hydration 

Findings of Non-Compliance were found during this inspection. 

NON-COMPLIANCE/NON-RESPECT DES EXIGENCES 

Legend 

WN- Written Notification 
VPC - Voluntary Plan of Co!l"eclipn 
DR - • Director Referral 
CO - . Co(llpliance Order 
WAO- Work and Activity Order 
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Legende 

WN - Avis ecrtt 
VPC.-.·Plan de.redresse(llen.t.volontaire 
OR~. Aigumage au directeur 
CO ~ Ordre de conformite 
WAO -Ordres: travaux et aclivites • 
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Non-compHance with requirements underthe Long-Term.Care Le non-respectdesexigences de la Loi de.2007 surles foyers de . 
Homes Act, 2007 (LTCHA) wasfound .. {A requirementunder(he soin.sde. longue duree (LFSLD) a ete constate, (Une exigence de la 
LTCHA i_nclu_Qes_.th_e req~ire01e~ts·contained i_n-the iteJTIS._li_sted.i_n Joi,cor,ri~r6!1d l~s _exig~,nqE3s_:qui fon(p_arlj_e_des ~18ments enumeres 
the definition of "requirement under this Act" in subsection 2( 1) dans la definiUo.n de « exigence prevue par la presente lei », au 
of the LTCHA.) paragraphe 2(1}de la.LFSLD .. 

The following constitu,tes written notification of non°compllance 
under paragraph 1 of section 1.52 of the LTCHA: 

Ce qu_i-stilt 'co_fl_st_it.UB)i_ri:a.Vi&:.ecdt _de non"-rHsped aux terme_s dti 
paragraphe 1de l'articl.e 152. d.e .la LFSLD, 

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.O. 2007, c.8, s. 6. Plan of care 

Specifically failed to comply with the following subsections: 

s. 6. (8) The licensee shall ensure that the staff and others who provide direct care to a resident are kept aware 
of the contents of the resident's plan of care and have convenient and immediate access to it. 2007, c. 8, s. 6 
(8). 

Findings/Fails saillants : 

1. The licensee failed to ensure that staff and others who provide care to resident #1 were kept aware of the contents of 
the plan of care and have convenient and immediate access to it. 
A review of health records identified that the plan of care for an identified resident was revised on a specified date in 
2012. The plan of care stated that the resident was routinely refusing dinner and the family would like resident to be 
offered sandwich made with assorted minced filling (no crust)for dinner daily. However, the dietary staff who provided 
direct care interviewed were not aware of resident's food preferences requested by the family. The content of the plan of 
care regarding resident's dietary requirements were not communicated to staff. Resident's individual nutritional approach 
and needs were not transcribed to the dietary kardex{diet list)for staff reference, until August 3,2012. The food service 
supervisor confirmed that the dietary staff was not aware of the content of the plan of care related to resident's family 
request for minced meat sandwich to be offered to resident at dinner daily. 

Issued on this 7th day of September, 2012 

Signature of lnspector(s)/Signature de l'inspecteur ou des inspecteurs 
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